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The purpose of this study was to assess determinants of modern contraceptive use amongst female sex workers in Tanzania. This study used both quantitative and qualitative data generated from 176 female sex workers participants and 3 key informant interviews in Ilula and Mafinga towns, Iringa Region. Data from qualitative study were coded in SPSS. Results from the study on assessing determinants of modern contraceptive use among female sex workers, shows that majority of study participants are aware of the availability of contraceptive services in their community and that there is limited influence of religion on contraceptive use. The study also found that fear and misconceptions of side effects of modern contraceptive services have a significant effects in enrolling women into the service. Economic factors have been found to have insignificant influence on modern contraceptive services. Finally, the study found that female sex workers are satisfied with contraceptive services available in their respective communities although demand for contraceptive services is higher than what health facilities can offer.  Study on assessing determinants of modern contraceptive use amongst female sex workers has unfolded a group which contraceptive service providers treat them as general community while their needs are influenced with the nature of sex work. Despite of using contraceptive services for preventing pregnancies they are at risk of being infected with sexual transmitted diseases. To further our understanding on factors that influence contraceptive use among female sex workers it worth studying interaction of female sex workers with service providers and the role of financial security and decision on choice of contraceptive method.
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1.1	Background to the Problem 
Family planning encompasses the services, information and attitudes, practices, and commodities including contraceptive that give women and men, couple and adolescents the ability to avoid unintended pregnancy and choose whether and /or when to have a child (Ellen, 2016). Historically family planning was practiced in ancient history although notable government sponsored programme was implemented in India. In 1952 India pioneered family planning programme of social and health intervention designed at providing contraceptive services and supply to promote lowering fertility to couple with aim of achieving desired size of the family (Hermalin, 2003).

After family progrm adoption in India, such policies movement were soon adopted in China, Pakistan, Republic of Korea and Fiji (Tsui 2001). By 1976, 80 countries had policies to lower fertility while 23 countries wanted to rise their fertility (Tsui, 2001).  Adoption of policies to lower fertility rate has significantly decreased the average of 5.4 children per woman of a child bearing age in 1970 to 3.5 in 1990-1995 (Tsui 2001). Adoption of family planning policies by different countries had also a significant increase in funding from US$ 168 in 1971 to $ 5121985 (John Cleland et al, 2010). Tanzania adopted policy on family planning in 1970 (United Nations, 2003).

Contraceptive use prevelence has increased world wide with uneven ditribution world wide. Notable achievemnet has been observed in Latin America and Carribean, Asia and the Pacific, Eastern Europe and Central Asia compared to minimal achievement in East and southern  Africa and West and Central Africa (UNFPA, 2016). Despite of the minimal  contraceptive use in Africa there is also differential achievement observed across Sub Saharan Africa. West and central africa reports low rates of contraceptive use (WBG, 2012).

It is estimated that 222 million women in developing countries would like to delay or stop childbearing but are not using any method of contraception. In Africa, 53% of women of reproductive age have an unmet need for modern contraception compared to 21% and 22%, in Asia, and Latin America and the Caribbean respectively regions with relatively high contraceptive prevalence (Nyongesa, 2015).

Some of the reasons affecting contraceptive use contributes to the high percentage of unmet need of contraception may include; demand-side barriers namely knowledge of women about contraceptive, cultural or religious perception about contraceptive use and ability to access health services. Supply-side factors are; availability of types contraceptive methods, provision of trusting interaction between patients and health provider and knowledgeable explanation of types of contraceptive available which enhances an informed choice (Tuyishime, 2016 and Bongaarts, 1978).

Tanzania Demographic and Health Survey and Malaria Indicator Survey (2015-2016) presents that fertility in Tanzania has dropped to 5.2 from 6.2 in 1991-1992 with fertility variations in regions as rural women 6.2, urban women 3.8 and 5.1 children for women in Zanzibar. Variations in fertility rate are related to education and economic status where women with no education have 3.3 more children to women with secondary education. Fertility is also related to wealth of an individual as poorest household has 7.5 children compared to 3.1 children for wealthiest households (TDHSMIS 2015-2016).

Contraceptive use among sexually active women aged 15-49 differ between married women and unmarried women. Unmarried women have higher prevalence compared to married women. A comparison between sexually active married and unmarried women who use contraceptives is indicated in Table 1.1 below.

Table 1.1: Contraceptive Use by Marital Status
Contraceptive Methods	Sexually active unmarried Women15-49	Sexually active married women15-49
Any method 	54%	38%







Tanzania by 2012 census had a population of 46.9 million people with a growth of rate of 2.9% nearly 47% of the population is below 15 years, 49% aged between 15-64 and 4% over 65 years. Life expectancy at birth is 56 years for female and 53 for males. Fertility is estimated at 5.6 children per woman (Mungure & Owaga 2014).

Resources  and visibility for family planning/contraceptive use has been reduced due to other competing health priorities such as HIV/AIDS (Brosche, 2016). Arbotion is illegal in Tanzania except for medical reason. This has rendered to complications due to unsafe abortions are estimated  to be 16% of maternal death (Brosche, 2016). Although it is difficult to estimate actual figures on arbortions cases in Tanzania since it is illegal. Studying factors influencing contraceptive use in family planning is helpful in addressing the demand for contraceptive services countrwide. 

Family planning is a critical path for preventing unintended pregnancies and unsafe abortions ultimately contributing to reducing maternal and child mortality. Family planning reduces poverty and empowers women and men to choose freely and responsible to the number and spacing of children.  

1.2	Statement of the Research Problem 
In the light of sustainable development goal which emphasizes on five key elements of people, planet, partnership, peace and prosperty, contraceptive use among women is a central intervention  to achieve most the aforementioned elements. (Ellen Starbird 2016). The role of contraceptive use to achieve Sustainable Development Goals necesitates studying factors influencing contraceptive use among female sex workers.

As noted above on the necesity of family planning to the achivement of the sustainable development goals (SDGs), this study aims to study the factors that influence contraceptive use among women specifically female sex workers in Tanzania. Family planning interventions, specifically contraceptive use in Iringa by 2014 were limited to condom distribution. These were Population Services International (PSI) through Husika program and Family Health International (FHI 360) through ROADS project. Another family planning programs are run by government and private health facilities.  




The primary objective of the study is to find out determinants of modern contraceptive use amongst female sex workers in Tanzania.

1.3.2	Specific Study Objectives
The specific objectives are: 
i)	To find out the level of awareness of contraceptive services in the community 
ii)	To identify the social-cultural factors that influence contraceptive use amongst female sex workers.
iii)	To analyze the economic factors that influence contraceptive use among female sex workers




The general research question of the study is what are the factors influencing contraceptive use among female sex workers in Tanzania? 
1.4.2	Specific Research Questions 
i)	What contraceptive services are available in the community?  
ii)	What are the social-cultural factors that influence contraceptive use amongst female sex workers?
iii)	What are economic factors that have influence on contraceptive use amongst female sex workers?
iv)	How satisfied are female sex workers with contraceptive service providers in the community?

1.5	Relevance of the Study
Family planning specifically contraceptive use is a cross sectional intervention that hasten progress across the five (5) Sustainable Development Goals (SDG) themes of people, planet, prosperity, peace and partnership. (Starbid Ellen et al 2016). The study finding will help family planning planners to design intervention strategies that are tailored to female sex workers. Moreover the study finding will add to literature on family planning to marginalized and criminalized group in Tanzania and elsewhere. Better understanding of determinants for utilization of contraceptives is fundamental for realizing increased contraceptive use and the country’s realization of its desired impact of contraceptive practice on unwanted fertility. 

Conducting a study on determinants influencing utilization of contraceptive services is particularly pertinent for health care providers, programme planners, policy makers and researchers. More information about attitudes on contraceptive and practices related to it could contribute to current efforts geared to the management of programmes that are relevant to childbearing women in Tanzania. The study would contribute to the expansion of knowledge in the area of family planning and constraint factors to their utilization. 

In addition, the study provides information and awareness on population matters that address issues such as unwanted pregnancies and family planning. It is envisaged that these will encourage social modernization, specifically family planning, and in turn encourage a small family norm thus helping to reduce the population expansion problem.

1.6	Scope of the study 
The study area is in Iringa Region that had a population of 941,238  people according to 2012 (Population and Housing Census) who distributed into five district councils namely Iringa council 254, 032, Mufindi district council, 265,829, Iringa municipal Council151,345, Kilolo District Council 218, 130 and Mafinga Town Council 51,902. The research study population will be two towns from two districts that will be selected purposively. Study participants will be women who reports that they have exchanged sex for money in the past three months aged 18 and above. The age is selected as it marks the legitimate age for consenting. The number of women to be interviewed will depend on the saturation of information to be collected depending on the objectives of the research study. 

1.7	Limitation and Delimitation of Your Study
The study was be limited to the factors associated with contraceptive use among female sex workers who reported to have resided in the Iringa region for at least six months to the time of recruitment. Due to stigma associated with female sex work it was hard for them to identify themselves that they are female sex workers and that they are residents of Iringa. Effectiveness in establishing rapport, consenting and clear explanation of the study objective solved this problem.   

During the data collection exercise the researcher faced difficulties in identifying respondents and consenting them to participate in the study. Because sex work is a criminal offence, in Tanzania sex workers are not easily identified. It is also due to stigma that is associated with sex work. For this purpose recruitment was done in the entertainment venues and use of non-probability sampling of snow balling where a first participant directed researcher to eligible participant. To ensure that there are eligible participants’ interviews were scheduled to take place one day after recruitment where screening for eligibility will also be done. 

1.8	Organization of the Research 
The following chapter two is going to cover literature review section with the following subsection; on the overview of chapter two, conceptual definitions, a critical review of the supporting theories, and empirical analysis of relevant studies. This chapter also covers the conceptual frame work, theoretical frame work and concluding remarks from the whole chapter.

Chapter three is initiated by the overview of the chapter followed by research strategies, explanations of the survey population and area of the research study. It also covers sampling design and procedures, variables and measurements procedures, methods of data collection and data processing and analysis. Furthermore this chapter will entail expected results of the study, research schedule and work plan and estimated research budget.

Chapter four includes all the findings and discussions from this study. These findings include respondent’s awareness on sources of contraceptives, as well as various factors which were studied including social-cultural and economic factors. Not only that but also, findings on respondents satisfaction on providers services are presented. The chapter ends with the chapter summary.














Sex work is defined as the exchange of sexual services for money whether regularly or occasionally for the purpose of generating income (Research International, 2009). Most sex work has strong economic basis with motivation ranging from survival, debt alleviation, drug dependency, coercion or desire for wealth. This is one of the oldest trades in the world although it is not easy to identify (Reynolds et al, 1986). It has many faces with considerable differences between populations, how it is organized, visibility and risk. (Dennis et al, 2000). For the purpose of this study sex worker is an adult female aged 18 and above who receive money or goods in exchange for sexual services, either regularly or occasionally.

2.2.2	Sex work
Sex work is the provision of sexual services for money or goods (Overs, 2002). 
2.2.3	Modern Contraception 
Contraception is a way of preventing unwanted pregnancies for desirable birth space and family size. In this study, contraception or contraceptive refers to any methods, either modern or traditional ones. Modern methods include female sterilization, pill, IUD, Injectables, implants, diaphragm/foam/jelly, condom, the standard days method and the lactation amenorrhea method (Adane, 2013).

2.2.4	Family Planning
Family planning are services, policies, information, altitude, practices and commodities including contraceptives that gives women and men, couples and adolescents the ability to avoid unintended pregnancies and choose whether and/or when to have a child (Starbid, et al., 2016).
 
2.3	Critical Review of Supporting Theories
A theory is a set of interrelated concepts, definitions, and proposition that explain or predict events or situations by specifying relations among variables. On other words a theory presents a systematic way of understanding events, behaviors and or situations.

There various theories that govern the understanding of health behavior intervention. In this study I will explore four widely used theoretical models in health namely; the health belief model (HBM), the Tran theoretical model/stages of change (TTM), social cognitive theory (SCT) and the social ecological model. The above four mentioned theories on understanding health behavior change will be discussed in the following sections.
2.3.1	Health Belief Model (HBM)
Health belief model was developed in 1950’s by Hachbawn to help understand why people did or did not use preventive services offered by public health department. It aimed at addressing newer concerns in prevention and detection as well as life style behavior such as sexual risk behavior and injury. Health belief model proposes that people’s belief about whether or not they are at risk for disease or health problem and their benefits to taking action to avoid it influence their readiness to take actions. Core assumptions of health belief model are perceived susceptibility and perceived severity, perceived benefits perceived barriers, cues to action and self-efficacy (Becker M.H. et al 1975).

Health belief Model is widely used in preventive health behaviors, which include health-promoting (e.g. diet, exercise) and health-risk (e.g. smoking) behaviors as well as vaccination and contraceptive practices. Sick role behaviors refer to compliance with recommended medical regimens, usually following professional diagnosis of illness. And finally Clinic use, which includes physician visits for a variety of reasons.

The Health Belief Models ‘emphasizes on health beliefs fits this explains well the idea that belief and perceptions are central in understanding behavioral varieties related to contraceptive use. But in relation to this study on contraceptive use Health Belief Model falls short as it is focusing too much on individual factors compared to factors such as socio-economic and environmental factors. 














Figure 2.1: Health Belief Model 

2.3.2	Trans Theoretical Model/Stages Of Change (TTM)
The second theory in health behavior change reviewed in this study is TransTheoretical model/stage of change (TTM). It was initially developed by Prochaska and Di Clemente in 1970’s and 1980’s and matured in 1990’s. (Glanz, et al., 2008). Trans Theoretical Model assumes that long term changes in health behavior involve multiple actions over time. It constructs stages of changes as a key explain health behavior change. It proposes that people are at different stages of readiness to adopt health behavior. Stages of change are useful in explaining and predicting changes for variety of behaviors including smoking, eating habits and physical activity.
Stages of changes according to the Trans Theoretical model/stages of change are five namely; pre-contemplation, contemplation, preparation, action and maintenance.  The assumption is that people do not always move in stages in a linear manner they often recycle and repeat in certain stage. 

Figure 2.2: Trans Theoretical Model
Source: Researcher 2017

1.	Pre contemplation; no recognition of need for or interest in change
2.	Contemplation; thinking about changing
3.	Preparations; planning for change
4.	Action; adopting new habit
5.	Maintenance; ongoing practice of new, healthier behavior

Table: 2.1: Behavior Change Stages and Their Characteristics
Constructs	Description
Pre contemplation	No recognition of need for or interest in change (in the next six months)
Contemplation 	Thinking about changing (in the next six months)
Preparation 	Planning for change (generally within the next month)
Action	Adopting new habits (for at least six months)
Maintenance 	Ongoing practice of new healthier behavior (over six months and chances to return to old behavior are few
Source: Glanz et al, 2018
The theory ignores the social context in which change occurs, such as income. There is no clear sense for how much time is needed for each stage, or how long a person can remain in a stage. The model assumes that individuals make coherent and logical plans in their decision-making process when this is not always true. Ignoring social context in which changes occur such as income will not be able to explain fully why some women are using contraceptive services while others are not. Hence explaining factors influencing contraceptive use among women is limited.

2.3.3	Social Cognitive Theory
 A third theory on health behavior change is social cognitive theory which started in 1941 when Miller and Dollard proposed a theory of social learning. In 1963 Bandura and Walters broadened with principles of observational learning and vicarious reinforcement. In 1977 Bandura provided a concept of self-efficacy. It explains human behavior in terms of three-way dynamic reciprocal model in which personal factors, environment influences and behavior continually interact. It synthesizes concepts and process from cognitive, behaviorist and emotional model of behavior change. Social Cognitive theory explains that people learn not only through their experiences but also by observing the actions of others and the results of those actions.  




Figure 2.3: Social Cognitive Theory
Source: Bandura, A. (1986)

Key constructs of social cognitive theory that are relevant to health behavior change intervention include; observational learning, reinforcement, self-control, self-efficacy. Self-efficacy or a personal confidence is in his or her ability take action and to persist on that action despite obstacles or challenges, is especially important for influencing health behavior change efforts.  The Social Cognitive Theory is relevant for designing health education and health behavior programs. It explains how people acquire and maintain certain behavioral patterns. It can also be used for providing the basis for intervention strategies.

Social Cognitive theory assumes that changes in the environment will automatically lead to changes in the person, when this may not always be true. It is loosely organized, based solely on the dynamic interplay between person, behavior, and environment. It is unclear the extent to which each of these factors into actual behavior and if one is more influential than another. It focuses on processes of learning and in doing so disregards biological and hormonal predispositions that may influence behaviors, regardless of past experience and expectations. The theory does not focus on emotion or motivation, other than through reference to past experience. There is minimal attention on these factors.

The motivation in Social Cognitive Theory is outcome expectancies that are people desire to achieve positive outcomes and avoid negative outcomes. The primary resources in SCT are skills and self-efficacy to perform the behaviors. When the attractiveness of the new behavior exceeds the negatives of that behavior a person is motivated to try the new behavior. Early success at performing the behavior enhances the self-efficacy to do the behavior, hence increasing the probability that the new behavior will be performed. 

For a woman to practice contraceptive use she must have a motive that its expected outcomes exceed associated negative outcomes. But performing such behavior she will need skills and self-efficacy. Social Cognitive Theory therefore provides a model to explain factors that influence contraceptive use among women. For these reasons Social Cognitive Theory will be used to explain factors influencing contraceptive use among women in Tanzania. 

2.4	Empirical Literature Review
Family planning targeting female sex workers in Iringa particularly Ilula and Mafinga by 2014 was limited to HIV/AIDS interventions. They involved HIV counseling and testing, peer to peer linkages to care, condom distributions which were being sold at subsidized cost and only FHI360 ran a family planning intervention programs. Condoms were promoted in truck stops by Tanzania Marketing and Communication (T-MARC) and Population Service International (PSI) (Beckham, 2015).

Family planning intervention is necessary for national development due to the following reason; it is a cost effective intervention to reduce poverty and improve economic as families and communities benefits when they are few dependants requiring economic and other resources. It also prevents more than one third of maternal death worldwide allowing women to delay or space births and avoid unintended pregnancies and prevents unsafe abortions.
Family planning serves babies lives by enabling women to increase time table between pregnancies. It protects and preserves the environment by minimizing problems of environmental degradation such as deforestation, droughts and flooding which compound hunger and nutritional issues. Family planning also has great role in promoting women’s empowerment and gender equality by facilitating women’s participation in economic development and reducing teenage pregnancies (Investing in Family planning for Tanzanian’s (Health and development, 2016). 

From the aforementioned importance of family planning services which are provided under the National Family Planning programmes are many and includes education and counseling, the provision of contraceptives, the management of infertility, the education about sex and parenthood, the screening for gynecological malignancy, the management of sexually transmitted disease. Little attention has been put forward to addressing family planning particularly contraceptive use agenda to women in this case female sex workers in Tanzania.





There is considerable link between religious values and use of contraceptive. Religion can influence a woman’s decision on the method of contraceptive to use (Sangi –Haghpeykar, 2006). In the study conducted in Democratic republic of Congo in which Christians made up the majority of the participants, with the most common denominations being Protestant and Catholic. Natural contraceptive methods such as abstinence and the rhythm method are permissible for Catholics. Amongst Protestants, it is common for adherents to use birth control after the family is complete. Family planning was used for birth spacing rather than to restrict the overall size of families. (Kangale, et al. 2015). In this study we anticipate to assess the influence of religion on individual’s decision on either to use or not use contraceptive methods. 

2.4.1.2	Child Preference
Child preferences to families affect the number of children couples or individual that he/she wants to have. For instance when families have only girls children will want to have a boy child who is regarded as a heir the father for continuity purpose and family’s status and influence (Jegede, 2009). A couple with only girls ends up giving birth to many children with the hope of luckily getting a boy leading to large and unplanned families. In Bangladesh for instance there is a desire for the first child to be a boy in couples and a mother who had a son were in high percent more likely to use contraceptive than those who had a girl child. (Kamali and Islam, 2008). 

2.4.1.3	Polygamy 
Polygamy is a situation in which a man is married to many more that one wives. In some communities in Africa a man with many wives symbolizes wealth and social status. Polygamy affects contraceptive use as wives are competing in giving birth to children as opposed to monogamous marriage which a family can easily control birth. In both marriage types, contraceptive use is highest when both partners state a desire to stop childbearing. When desire for more children differ between spouses, the probability of contraceptive use drops significantly, and rather more so in polygamous marriages. In cases of spousal disagreement about the desirability of future childbearing, the influence of the husband's wishes on contraceptive use is of the same magnitude as that of wives, in both types of marriage. Perceived differences in couple's intention are not a better predictor of contraceptive use than actual preference (Baschieri et al., 2012).

2.4.1.4	Level of Education 
There is a great relationship between level of education a woman have and decision 
to use contraceptive services. Levels of education classified here are such as primary education, secondary education and tertiary education. People with higher education tend to be higher informed about family planning services and are likely to use those services. A study conducted in Ghana revealed that level of education was positively associated with utilization of family planning services (Apanga et al., 2015). In this study we will analyze the role of education a woman has in relations to decision making and contraceptive use. 

2.4.1.5	Number of children
The total number of children an individual or couples have significant effects on individual’s choice and use of family planning. The total number of children and family planning service utilization are strongly related. If women have more children who are living with them, the possibility of using family planning methods for limiting is expected to be high, and if the number of children desired by women is perceived to be ‘not enough’, they may use family planning methods for spacing purpose (Abebe and Nigatu 2011 and Apanga et al., 2015). 

2.4.1.6	Misconception and Fear of Side Effects Associated with Contraceptives
Various literatures reveal that there is fear that using contraceptive may results into side effects which in turn will harm an individual who is using. Such fear results into reduced number of individuals who are using contraception. For instance fears associated with IUDs are excessive bleeding, weight gain, risk of getting cancer and infertility. Those who don’t go for family planning think that it is a service designated for married people and others think that contraceptive are harmful to the womb. (Apanga, et al., 2015; Meka et al., 2013 and Gabremariam & Addisisie, 2014; Kangale, et al., 2014).

Side effects, lack of accurate information, and misinformation commonly interact to create a disproportionate fear of fertility-regulation methods. (Campbell, 2006). In two studies conducted in Pakistan, fear of side effects was found to be one of the most important explanations for nonuse of contraceptives. Fears abound that side effects could be uncomfortable, costly, and interfere with spousal sexual relations, and that some side effects of contraceptive use are not in accord with religious beliefs (Campbell et al., 2006). The proposed research study intents to explore the misconception associated with contraceptive use and to unfold related fear.
2.4.2	Economic Factors
2.4.2.1	Accessibility to Contraceptive Services
Distances to places where services are being provided have negative effects on contraceptive use. Distance has implication in transport cost and time. People who live away from service provision centers are likely not able to access contraceptive services which is opposed to those have such services around them. It is likely that those who have access to services are more likely to use contraceptive services. In developing countries, women mention cost as a factor to access to contraceptives (Campbell et al., 2006). According to Ocholla-Ayayo (1997), poverty is another factor that has led to high fertility.  

2.4.2.2	Quality of Family Planning Services
Improved family planning program is likely to attract clients to poor services. Provision of adequate and quality and timely information has a positive impact to contraceptive use among women. An increased interpersonal relation between service provider and clients facilitates clients to use contraceptives. Provider should have technical competence and have clients-provider interpersonal relations to facilitate women to use contraceptive services (Alfred Agwanda et al., 2009). 

Choice of contraceptive method must be demand-driven rather than supply-driven, and clients must perceive the services to be of good quality in order to increase uptake of contraceptive methods and aid women in continuing the use of their method while they are still in need of contraception (Agwanda et al., 2009). Quality of services delivered and care must be appropriate according to both health standard and client expectation (Agwanda et al., 2009). The role of quality of family planning services to contraceptive among women will be analyzed to assess the extent to which they are associated with contraceptive use. We will specifically focus on quality of the services, skills and technical expertise of service provider and interpersonal relations between service provider and clients.

2.4.3	Level of Satisfaction to Contraceptive Providers
2.4.3.1	Privacy and Confidentiality
Services delivered in highly private environment are likely that it will attract more service user to services which are being delivered in a minimal privacy. In a study conducted in Uganda by Nalwadda et al., (2016) found that counseling and services for family planning provided in presence of other clients, in some instances other clients participated in the discussions (Nalwadda et al., 2016). This influences contraceptive use among those seeking contraceptive services. Studies have shown that clients, particularly those who obtain services in secret, report higher satisfaction with providers who keep their needs and personal information confidential. Therefore, lack of privacy can violate women’s sense of modesty and make it more difficult to participate actively in family planning services (Atuahene, et al, 2016).

2.4.3.2	Provider Behavior and Attitudes
Provider treat client differently according to age, marital status and sex. In some circumstances service provider discouraged sexual activities and use of contraceptive for users and those who seek contraceptive services who are identified to be unmarried. Nalwadda in the study conducted in Uganda found that teen age clients were reproached or treated harshly. Providers assumed a role of parent relationship to clients instead of behaving like professional health provider.  Some provider solicited money from service users (Nalwadda et al, 2016). Studies found that women are more likely to seek out and continue using family planning services if they receive respectful and friendly treatment (Atuahene, et al., 2016).

2.4.3.3	Restriction to Some Contraceptive Use
Nalwadda et al., (2016) in the study on interface between youth and contraceptive services provider found that providers often made decision for the clients about methods to use or were of the opinion that the clients should not to use contraception at all (Nalwadda, et al, 2016) Providers frequently promoted a specific contraceptive method and discouraged other methods. This facilitated disagreements between the young person and the provider about which method to be chosen. Furthermore, many providers gave the young people contraceptives only after prolonged debate. Some providers actively encouraged clients to have children first or have more children before using contraception (Nalwadda, et al, 2016). Interference and authoritative nature of service provider to contraceptive service users may have effects on the turnout of clients to attain particular services. 

2.5	Research Gap Identified
Contraceptive use is a unique medical intervention which reduces poverty, improves health of mothers and children, promotes gender equity, human rights and education (freeing women from involuntary reproduction) and promoting environmental sustainability. Family planning policy has focused on general population specifying only married and unmarried sexually active women hence leaving behind female sex workers who are criminalized and vulnerable to health and social problems in the community. This study wants to find out the factors influencing contraceptive use among women specifically female sex workers in Tanzania.

2.6	Theoretical Framework
Independent variables influence either positively or negatively on the dependent variable. In this case intermediate variable will only influence the impact on the dependent variable. In this case variable that will be affected or which will influence the independent variable are Level of education, accessibility of contraceptives, Quality of family planning services and misconception and fear towards contraceptive use.

2.7	Conceptual Framework













Figure 2.3: 	Conceptual Framework 
Source: Researcher 2017
2.7	Summary






















This chapter comprises the strategies involved in the research, survey population and study area description. It also comprises sampling design and procedures, variables and measurement procedures, data collection methodologies, explanations on data processing and analysis and expected results.

3.2	Research Strategies  
This study involves both quantitative and qualitative methodologies. Data were collected through a questionnaire for quantitative interviews and semi structured field guide for qualitative interviews. They were audio taped, transcribed and translated into English language. Qualitative research methods are valuable in providing rich descriptions of complex phenomena; tracking unique or unexpected events; illuminating the experience and interpretation of events by actors with widely differing stakes and roles; giving voice to those whose views are rarely heard (Sofaer, 1999). This sensitivity is due to criminalization of the sex work and stigma that is associated with sex work.

3.3	Survey Population
The number of study participant depended on the saturation of data covering all five study themes until when repetition of information start to emerge across all five study objectives. Determination   on the saturation of data will basically be established through debriefing meeting with interviewer which will be within 24 hours after a maximum of two interviews have been conducted. A special debriefing form will be designed to capture demographic information, thematic memo, methodological memo, self reflection of the interviewer, follow-up issues and questions to the study coordinator.  Debriefing meeting is arranged in this manner to ensure that interviewer can narrate and document raw information when they not forgotten anything.   

3.4	Study Population
There is no specified number of female sex workers in Iringa Region. Recently baseline findings from a community empowerment-based combination HIV Prevention Trial among Female Sex Workers in Iringa Region, Tanzania established a cohort of 496 female sex workers in two communities of Ilula and Mafinga town (Kerrigan, et al., 2017). 

3.5	Study Sample 




From the above formula and a given population of 496 female sex workers with a confidence level of 95% a sample of 176 was used to generate quantitative data for the study.

3.6	Choice Of Study Area And Its Justification 
The study area is Iringa region. The study communities are Ilula Township in Kilolo District and Mafinga Township. Study area has been chosen as the recent studies have revealed that HIV infection among female sex worker has a prevalence of 40.9% (Kerrigan at el, 2016).

The two study site are characterized by having a TanZam high  way running from Dar es salaam a capital city and commercial hub of Tanzania to either Zambia, Malawi and democratic of Congo. The highway is a major transport route for a land locked country Zambia. The two lane tarmac route takes several days for transport workers thus there are guesthouses, bars, restaurants, petrol stations, weigh stations and truck stops in lager villages and Small Township throughout the route (Beckham, 2014). Many of these stop also serves a sex work venues and truckers comprise a large portion of female sex workers’ clientele. Ilula and Mafinga has two of the largest truck stops in Iringa Region.
 
Ilula has a population of about 25,000 people according to the 2012 census. It is 450 kilometers from Dar es Salaam. The area is characterized by tomato season business. Mafinga has a population of about 52,000. The population is predominantly depended on tea plantation and timber production.
3.7	Sampling Design and Sampling Procedures
Eligible women for the study were those with 18 years and above. Despite of women being sexually active at the age 15, 18 years has been chosen because they are judged to be able to make informed decision. Women who reported that they have exchanged sex for money in the past thirty days and that they are found in Ilula and Mafinga towns in Iringa region. The study used oral consent form to avoid suspicions on breach of confidentiality.

3.8	Non Probability Sampling Technique 
Non-probability sampling is a sampling technique where the samples are gathered in a process that does not give all the individuals in the population equal chances of being selected. Subjects in a non-probability sample are usually selected on the basis of their accessibility or by the purposive personal judgment of the researcher. Non probability sampling technique was employed in getting study sample. This is because there is lack of information on size of the population, marginalization of and stigmatization and hard to reach nature of the sub-population. This has facilitated for female sex worker being a member of a hidden population. Furthermore criminalization of sex work in Tanzania makes it hard to use probability sampling technique. 

3.9	Snowballing Sampling Technique
Snowball sampling is a non-probability sampling technique usually done when there is a very small population size. In this type of sampling, the researcher asks the initial subject to identify another potential subject who also meets the criteria of the research. This study employed a snowballing sampling technique for quantitative participants where when eligibility criteria has been met from the first participant  she referred to those they know who are deemed suitable for the purpose of the study. Study participants were found at the entertainment venues like modern bars and local brews, guest houses and along truck stops. A purposive sampling was used to get participant for key informant interviews. 

3.10	Methods of Data Collection
Data collection used in-depth interviews (IDIs) for key informants on contraceptive services provider and female sex leaders to generate qualitative information and a survey questionnaire to female sex workers to generate quantitative data. All qualitative interviews were conducted in Kiswahili and audio recorded by digital recorder after the study participant consent. Permission was sought from each study participant for in depth interviews before recording the interview. Participants who did not consent to be audio taped were ineligible to participate in the study. Names of the participants were not recorded in interviews. Identification code was generated to identify interviews for confidentiality purpose. In case a person is mentioned in the qualitative interviews the name was replaced during transcription.

Data collection for this study focused on awareness of contraceptive methods availability in the community, indentifying the factors that influence contraceptive use amongst female sex workers and exploring female sex workers level of satisfaction to contraceptive services providers in the community to female sex workers. Demographic information was collected from each study participants. 
Quantitative data for this study were collected using structured questionnaire. The close-ended questions covering awareness of contraceptive methods availability in the community, indentifying the factors that influence contraceptive use amongst female sex workers and exploring female sex workers level of satisfaction to contraceptive services providers in the community to female sex workers. 

3.11	Data Processing and Analysis
Data analysis for the study was done in two phases. After the interview is conducted the interviewer prepared a summary of each interview. This debriefing covered all thematic areas related to the study objectives.  It also bear any issues that is unanticipated and is deemed Important to be captured that are relevant to the study. Interviewer and study coordinator met daily on the course of data collection to discuss findings and troubleshot problems related to the exercise. This resulted into adjusting questions and or adding questions depending on study themes. Debriefing information was presented in a debriefing form.

Thematic coding on English translated transcripts using Atlas.ti was done. Themes that transcripts were coded upon were based on four study objectives namely awareness of contraceptive methods availability in the community, factors that influence contraceptive use amongst female sex workers (social-cultural and economic) and level of female sex workers satisfaction to contraceptive services provider in the community .This coding is necessary for the presentation of the research finding. Themes coded were linked to independent variable to asses if they have affected dependent variable positively or negatively. 
A qualitative analysis focused on exploring the content of the transcribed narrative accounts. Transcripts from each participant were initially analyzed one by one by the study coordinator. Codes were assigned according to content and themes. These were grouped and thematic categories constructed according to content for deeper understanding of the factors influencing contraceptive use among female sex workers. Quotes from research participants were used to enrich the data. 

Quantitative data were initially cleaned and edited then they were coded according to their categories and then exported to SPSS for further analysis. Quantitative data were analysed using descriptive statistic analysis measurements like frequencies, percentages and cross tabulation. This analysis was done using the computer software called Statistical package for social Scientists (SPSS). Data analysed through frequencies, percentages and cross tabulation were presented in form of figures, tables, graphs and text format.

3.12	Summary





This chapter presents the findings and discussions obtained on demographic characteristic, level of awareness of contraceptive services, social-cultural factors, and economic factors affecting contraceptive use among female sex workers and satisfaction of contraceptive services for female sex workers consecutively. The chapter will end with chapter summary. 

4.1.1	Demographic Characteristics of the Study Participants
A total of 176 female sex workers were surveyed for this study. 88 were from Mafinga town while the rest were interviewed from Ilula town. Key informant interviews were conducted to three female sex workers. One was female sex workers leader in Ilula while the rest were members of sex workers general community in Mafinga and Ilula.

4.1.1.1	Age
Results in table 2 below shows age distribution of the surveyed sample in both communities of Ilula and Mafinga.  Displayed results show that the majority of respondents (50%) were between 28-37 age groups, followed by 34.4% who were between 18-27 age groups (Table 2). This indicates a good number of female sex workers are girls at their young age.
Table 4.1:  Age Distribution









In terms of literacy rate 51.7% attended primary school and 47.7% attended secondary school. Data reveals that there was 0.5% participant with higher secondary education (Table 3). None of research participant attended a certificate, advanced diploma, bachelor degree, masters and PhDs. No participant reported that she has never attended formal education.










Majority of the study participant were either Christian or Muslim with 84.7% and 15.3% consecutively (Table 4). None reported to be inclined with traditional religion or not having any religious belief or mentioned different religion apart from Christianity and Muslim. 




















4.2	Level of Awareness of Contraceptive Services in the Community 
The study sought to investigate on the awareness on modern contraceptive services to in their community. Specifically we wanted to learn on individual knowledge on modern contraceptive services, what are modern contraceptive services they are aware of, where they learned from, personal experience on using contraceptives and reason for choosing a particular method of contraceptive services. 

In responding to knowledge about modern contraceptives services 97% reported to be aware of the contraceptive services while 3% reported that they are not aware of the services as presented in Table 6. 








4.2.1	Source of Information on Modern Contraceptive Services
On where did they get information about modern contraceptive services, 51.1% said that they got information on contraceptive services from Health facilities. 41.5% responded that they heard from colleagues who are women who exchanges sex for money. 4% heard from mass media (radio, television, social networks and news papers) and the remaining responded that they got modern contraceptive services from women community group as shown in Table 7.

Table 4.6: Sources of Information on Modern Contraceptive Services 
Items	Frequency	Percent
Colleagues (women who exchange sex for money)	73	41.5
Mass media (Radio, Television, social networks, newspapers)	07	04.0
Health facilities	90	51.1




When asked on where did they hear about modern contraceptive services in key informant interview a participant aged 23 supported that they mostly hear about contraceptive services at health facilities.  
 “…At the hospital and in pharmacy….when you get there you ask any nurse around there about the place where they offer modern contraceptive services or you find a door which in top of it is written let’s plan a family together…family planning…”
Generally as indicated in Table 8, the level of awareness was very high (85.8%), indicating that these female sex workers are aware of various contraceptives though this is not necessarily meaning that the level of contraceptive use is also high.








4.2.2	Places Where Modern Contraceptive Services Are Being Offered  
Results in Table 9 show that the majority of responded that modern contraceptive services were being offered in health facilities. 97.2% responded that services were available in health facilities while 0.6% said services were offered by non-governmental organizations. 0.6% reported that services were offered by other organization.  From qualitative interviews a respondent gave the following responses on places they get modern contraceptive services. This is also evident from the key informant interview to a female sex worker aged 20 with a child;
“…A high percentage of women have injection in streets, she thinks that going to the hospital where there are cues because there are a lot people there…so she decides to go the pharmacy where she pays two thousands shillings, she gets an injection then she goes home earl…”  









4.2.3	Personal Experience On Using Modern Contraceptive Services
The study also wanted to understand personal experience in using modern contraceptive services, types of contraceptive services used and reason for their choice on a particular method. 85.2% responded that they have ever used modern contraceptive method while 12.5% reported that they have never used contraceptive method. A total of 2.5 percent of study participants refused responding to this question as indicated in Table 10.









4.2.4	Types of Modern Contraceptive Services Female Sex Workers Have Used Before
For those who responded that they have used contraceptive method 14.2% mentioned Sterilization (male and female), 9.7% intrauterine devices, 5.1% Oral contraceptives, 13.6% Condoms, 44.9% Injectables, 2.8% Emergency contraceptive pills, 1.7% Patches. A total of 14 research participants were not eligible for this question (Table 11).
Table 4.10: 	Types of Modern Contraceptive Services Female Sex Workers Have Used Before
	Unmarried women	Married women
Any method 	54%	38%







4.2.5	Reasons for Choosing Modern Contraceptive Services
On rationale for using particular modern contraceptive services 42% said that they were advised by service providers, 24.4% advised by colleagues who are currently using particular services, 2.3% responded that it was due to economic factors while 5.7% reported that they were forced by their sexual partners (Table 12).

Table 4.11: Reasons for Selection of A Particular Contraceptive Method
Items	Frequency	Percent
Advised by service provider	74	42.0
Advised by colleague/my colleagues are using that method	43	24.4
It was cheap	5	2.9






4.2.6	Current Status On Contraceptive Use Among Female Sex Workers
The study also sought to understand the current status whether participant were using modern contraceptive services. 80.1% responded that they are currently using contraceptive services while 15% reported that they are currently not using any contraceptive services. The rest were ineligible for this rsponse (Table 13). 








4.2.7	Types of Modern Contraceptives Services That Female Sex Workers Currently Use  
Furthermore the study wanted to investigate female sex workers current status use of modern contraceptive services. Responses were as follows; 10.2% reported that they were on sterilization, 9.7% mentioned intrauterine Devices, 6.8% oral contraceptives and 16% said they are using condoms. The number was higher on those who reported using Injectables with 37.5% and 1.1 reported using patches (Table 14).

Table 4.13: Current Modern Contraceptive Methods Being Used
Items	Frequency	Percent










When cross tabulated between age and modern contraception use among female sex workers data shows that women with lower age have higher rate of contraceptive use compared to other age groups. The Table 15  below shows that 84% of female sex workers between aged 18-24 are using contraceptive compared to 77.5% for women aged 28-37 and 77.8% for women aged between 38-47. This might be attributed to the role of peer groups and the level of education younger women have compared to the group of higher ages.

Table 4.14: Influence of Age On Modern Contraception Use among Female Sex Workers
Age	Modern contraception	Total
	Yes	No	No response	
18 to 27	84.7% (50)	11.9% (07)	3.4% (02)	100% (59)
28 to 37	77.5% (69)	19.1% (17)	3.4% (03)	100% (89)
38 to 47	77.8% (21)	11.1% (03)	11.1% (03)	100% (27)
Above 47	100% (01)	0.0% (00)	0.0% (00)	100% (01)
Total	80.1% (141)	15.3% (27)	4.5% (8)	100% (176)
Source: Research data

Data from this section indicates that peer groups have a great role to play in transmitting information among female sex workers. Using or not using modern contraceptive services is influenced by peer pressure among female sex worker. Despite of majority female sex worker mentioning that they heard about contraceptive services at the health facilities, we take into account the role peers have among women. The role peers is also evidenced in decision to choose a contraceptive method to be used by female sex worker.

Health services are being provided by health facilities either government owned or private facilities. In this study findings shows that modern contraceptive services are being offered in places which are no authorized to offer health services. For instance pharmacies have been identified as areas which offer modern contraceptive services to female sex workers. In this study pharmacies which in principal were supposed to be dispensing medicine and health related equipments are now offering modern contraceptive services to female sex worker. This might probably be a result of malfunctioning of health facilities and clients opt for alternative ways of getting contraception services despite of being asked to pay for such services from pharmacies. 

4.3	Social-Cultural Factors That Influence Contraceptive Use amongst Female Sex Workers
The research also sought to investigate social factors that influence use of modern contraceptive services among female sex workers in Ilula and Mafinga towns. Specific focus was on the role of religion on contraceptive use, number of children and child preference and polygamy on contraceptive use. The study also focused on investigating on the level of education and modern contraceptive use, number of children and contraceptive use and misconception of side effects of modern contraceptives sevices.

4.3.1	Role of Religion Towards Modern Contraceptive Service Among Female Sex Workers
Responses from research participants shows that a total of 43.8% strongly disagree/disagree that religion plays a great role on their decision to use modern contraceptive methods, while 56.3% strongly agree/agree that their use or not of modern contraceptives methods is influenced by their religious beliefs. The results in table 16 below present respective data. This perception is echoed by a participant from key informant when asked about the role of religion on using or not using modern contraceptive services;
“… I don’t listen to religious people, I just go for contraceptives bee…they say it is sinful… they say you are killing children…” (22 years, female sex worker).
Table 4.15: 	Role of Religion, Number of Children, Child Preference and the Role of Sexual Partner On Modern Contraceptive Use
Item	Strongly agree	Agree	Strongly Disagree	Disagree	Total
Religion 	6.3%(11)	50%(88)	10.8%(19)	33%(58)	100% (176)
Number of children 	-	18.8%(33)	10.8%(19)	70.5%(124)	100% (176)
Child preference	.06%(01)	9.7%(17)	18.8%(33)	71%(125)	100% (176)
Sexual partner/husband	3.4% (06)	19.3% (34)	15.3% (27)	61.9% (109)	100%(176)
Source: Research data

Data from this section refutes previous finding which indicates religion can influence woman’s decision on methods of contraceptive use. Studies done in Democratic Republic of Congo (Izale et al., 2015) and Sangi-Haghpeykar, 2006 found that religion influences woman on contraception use. 

4.3.2	Role of Number of Children and Contraceptive Use Among Female Sex Workers
18% of female sexworkers interviewed  responded that they strongly agree/agree that number of children determine whether one is to use or not use modern contraceptive services  while 81.3% reported that there is no link between using modern contraceptive services to number of children. The table 16 above present this fact. These findings corressponds to findings from previous studies on contraceptive use among women which indicated that number of children influences woman’s use of contraception. This is evidenced in the work of (Abebe and Nigatu, 2011 and Apanga et al./ 2015) which found that women who have more children who are living with them, the possibility of using family planning methods for limiting is expected to be high, and if the number of children desired by women is perceived to be ‘not enough’, they may use family planning methods for spacing purpose.

4.3.3	Child Preference and Contraceptive Use Among Female Sex Workers
A total of 10.2% of female sex workers interviewed responded that child preference influence their decision on using modern contraceptive services.89.8% of respondents refuted that child preference was a key factor for them to use modern contraceptive services. This is presented in the table 17 above. This finding rufutes previous studies (Jegede, 2009) and (Kamali and Islam, 2008) which found that when couples have girls children will want to have a boy child and they will end up giving birth to many children with hope of luckly getting a boy child.  

A cross tabulation between religion of respondent and the role of religion on individual choice to use or not use modern contraceptive services was thought. Results from this examination shows that Christian reported that their use of modern contraceptive compared to muslims. Data shows that 57.1%  of Chritians reported that their use or not using modern contraceptives compared to Muslims who had 51.9%. This is illustrated in the table 17 below.

 Table 4.16: A Cross Tabulation On the Influence of Religion On Modern Contraceptive Use
Religion	Strongly agree	Agree	Strongly Disagree	Disagree	Total
Muslim	0.0% (0)	51.9% (14)	29.6% (8)	18.5% (5)	100% (27)
Christian	7.4% (9.3)	49.7% (74.5)	7.4% (16.1)	35.6% (49.1)	100% (149)
Total	6.2% (11)	50.0% (88)	10.8% (19)	33.0% (58)	100% (176)
Source: Research Data
4.3.4	Polygamous and Contraception Use
A cross tabulation between respondent who reported to be in polygamous marriage towards modern contraceptive use shows that almost 68% of female sex workers were using contraception compared to about 22% of women in polygamous who don’t use contrcaptive use. In an idepth interview with a key infromant she thought that being in polygamous marriage one must use contraceptive services. This will prevent her being pregnant most of the time. Bearing children will definately harm the health of the mother. This is illustrated in the following quotation from a female sex woker aged 24 from Ilula.
  “…now when you are in polygamous marriage then you don’t use modern contraceptive methods it means you want to be having children every day? Yes because when you don’t use contraceptive services it means you will be bearing children daily, you will suffer...”    (Female sex worker, 24 years, Ilula).
 

These findings differs from studies conducted earlier in other areas where they found that polygamy affects contraceptive use as wives may be competing in giving birth as opposed to monogamous marriage. Differing desire for more children also affects use contraceptives as noted by Baschieri et al., (2012). Finding from this study gives mixed results on the role of religion in influencing contraception use among female sex workers. Previous studies show that religion was a major hindrance for women to use modern contraception methods. Despite of the study findings showing that religion remains a main hindrance for female sex worker there were also elements to which they refuted that religious belief in preventing women to use contraception is diminishing. Child preference and number of children has been mentioned by previous studies as factors that influence use of modern contraceptive services. Findings from this study suggests that there is little influence of number of children and child preference on individuals decision to use modern contraception methods

4.3.5	Level of Education and Contraception Use Among Female Sex Workers
Cross tabulation of data between education level against contraceptive use among female sex workers indicates that there is a a relationship between edecation level and contraception use. The table 18 below shows that particiapnts with primary education has lower rate of contraceptive use when compared to those women with secondary education but all in all the level of contraceptive use was higher among respondents but highest among those with higher education (100%). This finding corresponds to previous finding which indicates that people with higher education tend to be higher informed about family planning services and are likely to use those services. Findigs supports results from the study done in Ghana which  revealed that level of education was positively associated with utilization of family planning services (Apanga et al., 2015).

Table 4.17: Level of Education And Contraception Use Among Female Sex Workers
Education Level	Contraception use	Total
	Yes	No	No Response	
Standard 1 to 7	76.9%	17.6%	5.5%	100.00%
Form 1 to form 4	83.3%	13.1%	3.6%	100.00%




4.3.6	Number of Children And Contraception Use 
The study thought to explore the relationship between number of children a female sex worker had and modern contracpetion use. Data shows that about 83% of respondents who reported not to have children are using contraceptives, 78.6% reported to be using contraceptives while 78.3% of thiose with less than three children were also using contraceptives and about 78% of those with more than three children  reported that they use contracption (Table 19). These findings do not supports findings from preveious studies that women who had more children are likely to be using contraceptive than those without fewer children (Apanga et al., 2015). This could be due to the nature of the work these respondents are doing.

Table 4.18: A Cross Tabulation Between Number of Children and Contraception Use
Number of children	Contraception use	Total
	Yes	No	No Response	
I don’t have a child	85.0%(39)	12.5%	2.5%	100.00%





4.3.7	Side Effects Modern Contraceptive Services among Female Sex Workers
4.3.7.1	Association between Modern Contraceptive And Infertility
When asked about the association between modern contraception and infertility, majority of respondents (53.4%) disagreed that it results into infertility and 5.7% strongly disagree with that notion. A total of 4.5% strongly agree and 33.0% agree that modern contraceptive services cause infertility as shown in table 20.

4.3.7.2	Modern Contraception and Over Bleeding During Menstruation
The study also wanted to investigate if there is any relationship between modern contraception and over bleeding during menstruation. Results shows that about 79% of women interviewed responded that modern contraception causes over bleeding during menstruation with 19.9% disagreeing with this notion. A table 20 and 20 below illustrates this assertion. A participant from key informant interview mentioned over bleeding, unpredictable menstruation, losing weight and stomach pain as some of the side effects of using modern contraceptive services. 
“…notable side effects that occurs are like that you get menstruation daily, then you lose weight or you get endless sickness eeh stomach pain…” (23 years old female sex worker)

“…There is a lot of blood. Someone may have injection today then you bleed until when you go for next injection…Or you bleed for two days, then you are free for two days soon after you bleed for two days eeh that is a challenge…” (22 years old female sex worker)

“..I changed because I was bleeding throughout; I was bleeding until when I go for next injection…” 24 years old female sex worker)

4.3.7.3	Contraception and Cancer
Data shows that about 49.4% strongly agree or agree that there is an association between modern contraception usages with cancer. 3.4% responded that they strongly disagree and 39.8% disagree that modern contraception services cause cancer (Table 20).

Table 4.19: Statements On Side Effects of Contraceptives
Item	Strongly agree	Agree	Strongly Disagree	Disagree	Total
Contraception as a source of infertility	04.5%(08)	33.0%(58)	5.7%(10)	53.4%(94)	100% (170)
Over bleeding during menstruation	05.7%(10)	73.3%(129)	1.7%(3)	18.2%(32)	100% (174)





Findings from this section correspond to previous study findings which found that fear of side effects, misinformation, lack of accurate information influences contraception use among women. Fear and misconception of side effects of contraception were observed in the work of Apanga et al., 2015; Meka et al., 2013 and Gabremariam & Addisisie, 2014; Izale et al., 2014 and Campbell et al., 2006.

Finding from this research is in line with previous studies which found that using modern contraceptive services is being influenced by fear and misconception that it might lead to side effects. As it has been observed in the findings of the study, some female sex workers stop using contraception as they fear that they will get cancer, over bleeding during menstruation, unpredictable menstruation, affecting fertility and destroying woman womb. Such fear and misconception of modern contraceptive services has a detrimental effects on registering more female sex worker to contraception

4.4	Economic Factors That Influence Modern Contraceptive Services Among Female Female Sex Workers
In this section the study investigated the relationship between accessibility of modern contraceptive services and its use, location in which services are being offered from the community where female sex workers reside, and the quality of modern contraceptive services.

4.4.1	Accessibility of Contraceptive Services
In associating modern contraceptive use against cost of a particular service 94.3% responded economic factors does not have any influence on their decision to either use or not use contraceptive services. 93% participants who responded that their decision to use or not use services is also not associated with the services being located away from their residence (Table 21). 
In literature it have been documented that people who live away from service provision centers are likely not be able to access modern contraceptive services compared to those who have such services around them. Studies done by Campbell et al., (2006) and Ocholla-Ayayo (1997),mentioned that cost was a factor to access contraceptives. Findings from this study refutes previous studies by suggesting that cost and accessibilty is not a factor that influence modern contraception use among female sex workers in Ilula and Iringa. The study also thought to investigate the relationship between modern contraceptive uses against the places such services are being provided. Responses from participants shows 93% think that distance from where services are being offered does not affect individual’s decision to use contraceptive services.   

4.4.2	Quality of Modern Contraceptive Services 
Quality of contraceptive services was another aspect which the study thought to explore. About 74.4% of women from a study sample of 176 women reported that the quality of modern contraceptive services was good compared to 25.6% who suggested that the quality of modern contraceptive services was poor (Table 21). 
 
Table 4.20: 	A Combined Table On Contraceptive Accessibility Factors, Priorities To Other Needs And Quality Services
Item	Yes	No
Expensive	05.7%(10)	94.3%(166)
Distance to service provider	6.3%(11)	93.8%(165)
Whether distance affect contraceptive use	6.3% (11)	93.8% (165)
Whether other needs affect contraceptive use	11.9%(21)	88.1%(155)
Satisfied with the service provider	74.4%(131)	25.6%(45)
Source:  researcher, 2017


In literature we found that choice of contraceptive method must be demand-driven rather than supply-driven, and clients must perceive the services to be of good quality in order to increase uptake of contraceptive methods. Quality of services delivered and care must be appropriate according to both health standard and client expectation (Agwanda et al., 2009). Data from this study suggest that quality of modern contraceptive services is at desired level hence positively influencing modern contraception use.

Accessibility of contraceptive services and quality of services has been observed in previous study as key factors influencing women specifically female sex workers in modern contraception services. Finding from this study refutes the suggestion that there is justification that female sex workers refrain from contraception services because of cost implication. A key issue which has been identified by this study is the congestion of clients in health facilities. This has resulted into female sex workers to use pharmacies for utilization of modern contraceptive services.

Finding from this study also refutes previous studies finding that distance from modern contraceptive service centers affects number of users. The finding from this study indicates that female sex workers in the two communities of Ilula and Mafinga don’t consider distance from services provision center as a factor towards influencing their decision to use modern contraceptive services.

4.5	Satisfaction and Quality of Service Provision
The study aimed at investigating the association between modern contracptive use and satsifaction level of  the service being offered. Specifically the study aimed at assessing participants if they are satsified with modern contraceptive service providers, the quality of modern contraceptive services being provided, how modern contraceptive service provider treat female sex workers and assessing environment to which services are being offered.

4.5.1	Level of Satisfaction of Modern Contraceptive Services To Female Sex Workers 
A total of 131 female sex workers responded that they are satisfied with by services being offered by modern contraceptive service providers while 45 female sex workers said not satisfied by modern contraceptive service providers. This is verified by the table below. This is also echoed by key informant participant in Ilula who responded that;




The study also sought to investigate on the environment where modern contraceptive services are being offered. Responses from this topic were as follows; 50% responded that services are being offered in private and confidential place, 1.1% In an open space where everyone can see, 40% In special room but not confidential and other people can hear, and 3.4% In an open place where various clients attends. The rest refused to answer (Table 22).

In literature Nalwadda et al found that counseling and services for family planning provided in presence of other clients, in some instances other clients participated in the discussions (Nalwadda et al., 2016). Other studies pointed that lack of privacy can violate women’s sense of modesty and make it more difficult to participate actively in family planning services (Atuahene, et al., 2016). Data from this section shows that half of the respondent said services are being offered in private and confidential place. This results indicates that a significant number of women might be influenced by privacy and confidentiality in accessing modern contraceptive services.   

Table 4.21: Environment on Where Modern Contraceptive Services Are Being Offered
Item	Frequency	Percent
Private and confidential place	89	50.6
In an open space where everyone can see	02	1.1
In special room but not confidential other people can hear	71	40.3
In an open place where various clients attends	06	3.4
Refuse to answer	08	4.5
Total	176	100
Source:  researcher, 2017

4.5.3	Behavior and Attitude of Modern Contraception Service Provider To Clients
When asked on how female sex workers are being treated by modern contraceptive service providers 9.7% rated at above expectations, 21% at expectations, 60% rated as satisfactory, 4.5% below expectations, 4% Poor. Table 23 illustrates these findings. 

In previous study we found that some service providers assumed a role of parent relationship to clients instead of behaving like professional health provider.  Some provider solicited money from service users (Nalwadda et al., 2016). Studies also found that women are more likely to seek out and continue using family planning services if they receive respectful and friendly treatment ( Atuahene et al., 2016). 
Majority study participants rated behavior and attitude of service provider as satisfactory which in turn influences contraceptive use.

Table 4.22: Level of Clients’ Satisfaction By Modern Contraceptive Service Providers
Item	Frequency	Percent


















4.5.4	Restrictions to Some Contraceptive Use 
Responding to who decides what methods of modern contraception service to opt for a total of 19.3% of respondents mentioned a service provider while the majority (79.5%) said it was a client to decide.

These findings refute findings from previous studies by Nalwadda, et al.,(206) which found that providers gave the young people contraceptives only after prolonged debate. Some providers actively encouraged clients to have children first or have more children before using contraception (Nalwadda, et al., 2016). Provider also promoted a specific contraceptive method and discouraged other methods. This facilitated disagreements between the young person and the provider about which method to be chosen.

When cross tabulated between age and satisfaction to modern contraceptive services 100% of women above 47 responded that they are satisfied with services while 80% aged 28-37 responded that they are satisfied with current contraceptive services. While about 64% of women aged between 18-27 responded that that they are satisfied with services compared to 74% for sex workers aged 38-47 (Table 24).












Data from this study suggests that female sex workers are satisfied with modern contraceptive services being offered in their communities but they are not satisfied with the manner at which modern contraceptive services provider treat them. Data also suggest that there is no uniqueness in provision of modern contraceptive services. This might have negative implications on the number of female sex workers enrollment into   modern contraceptive services. 

Ethically, finding from this indicates that the behavior of modern contraceptive service provider was not a hindrance for services user. They facilitate service usage by offering opportunities for service user to decide which method to use after they had been offered with enough information about various contraceptive methods. This finding also refutes finding from other studies which suggested that modern contraceptive service provision behavior was a factors that negatively affected number of service users.

Finding from this study shows most modern contraceptive services provision facilities have private and confidential environment. Service provision facilities with private and confidential encourages women to attend the service. Other studies have also highlighted the role of privacy and successful modern contraceptive service to women. As the results of the finding from this study female sex workers are likely to become modern contraceptive service user service provision facilities facilitates this.

4.6	Summary






5.0	SUMMARY, CONCLUSIONS AND RECOMMENDATIONS
5.1	Overview
This chapter presents the major findings from the study and makes recommendations for appropriate intervention to hasten contraceptive use among female sex workers in Ilula and Mafinga towns. It also gives recommendations for further studies to be undertaken to facilitate contraceptive use among female sex workers in Tanzania. 

5.2	Summary of Key Findings
The primary objective of the study was to find out factors influencing modern contraceptive use amongst female sex workers in Tanzania. Specifically the study aimed at finding out the level of awareness of contraceptive services in the community, identifying the social factors that influence contraceptive use amongst female sex workers. The study also aimed at examining the cultural factors that influence contraceptive use among female sex workers and to analyze the economic factors that influence contraceptive use among female sex workers. Finally the study assessed female sex workers satisfaction to contraceptive service providers in the community.

To facilitate the primary objective the study recruited 176 respondents for survey and three key informant interviews among female sex workers. The study included four key independent variables which cultural factors, social factors, economical factors and level of satisfaction. The dependent variable was contraceptive use. In explaining how the above position on contraceptive use frequency distribution tables cross tabulation and quotations were used to assess the impact of independent variables on dependent variable. In assessing the role of cultural factors towards contraceptive use the study found that there is little influence of religion and contraceptive use among female sex workers. Misconception and fear of side effects associated with side effects of using modern contraceptive services affects significantly enrollment to modern contraceptive services. The study also found that economic factors had insignificant influence on contraceptive use among female sex workers in Ilula and Mafinga communities. Despite of being satisfied with the contraceptive services available in the communities, demand of modern contraceptive services is higher compared to the capability the health services center can offer.   

5.3	 Conclusion 
From the above findings from this research study the following are summarized as conclusive remarks. Majority female sex workers use modern contraceptive services although the use of traditional herbs is also evident in the community. Capacities of health services facilities needs to be upgraded to facilitate clinics for them to accommodate clients for modern contraceptive use among female sex workers.

Modern contraception use among female sex workers is not related to the religion that an individual had. The finding from this study showed that most female sex workers used Injectables as modern contraceptive services of their choice. Despite of the methods preventing getting unwanted pregnancies, it makes them vulnerable to HIV/AIDS infections which in turn will reduce their ability to earn income from sex work. Current HIV/AIDS prevalence among female sex workers in Iringa is 40.9% (Kerrigan et al, 2017) and 9.1% (Kiwanuka-Tondo et al, 2017) for a general population in Iringa while the national prevalence is 6% THMIS 2011-2012, 2013). 

5.4	 Recommendations
Recommendations from this study are grouped into two categories namely policy recommendations and future research recommendations.

5.4.1	Recommendation to Policy Makers
Effective use of modern contraceptive services among female sex workers in the community is a pivotal element for child spacing, improving health of women and enabling women to maintain man power to generate their income for themselves and those who depend on their earning.  Hence capacity building on man power and facilities to satisfy demand of contraceptive use among female sex worker is crucial.  Moreover formalizing female sex work will provide enabling environment for sex workers to open up to modern contraceptive service providers which in turn will help them on deciding contraceptive method which better suits their requirement.  
 
5.4.2	Recommendations for Further Studies
This study aimed at assessing determinants of modern contraceptive use among female sex workers in Iringa specifically Mafinga and Ilula towns. Similar study may be conducted in other part of Tanzania to learn if what was unfolded in Iringa is relevant to other parts of the country. In order to strengthen modern contraceptive use in Tanzania for female sex workers the following areas needs to suggested;   
i.	An assessment of the role of financial security among sex workers and decision on choice of contraception methods.
ii.	Interaction of female sex workers with modern contraceptive service providers
iii.	Assessment of factors associated with choice of modern contraceptive methods.

5.5	Summary
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Appendix I: Semi Structured Field Guide
Introductory Remarks
Thank you for taking your time to participate in this study. This study is called Factors that influence contraceptive use among women with particular focus on women who exchange sex for money in Tanzania.  I’m talking to you today because you have said that you have exchanged sex for money in the past one month and that you are living in Iringa. Feel free to share your understanding on issues related to contraceptive use among women in Tanzania. Remember that everything we discuss here will remain confidential and it will only be shared by a principal investigator only. Your name will not be linked to the information you are sharing. If you have any question during or after the interview contact a principal investigator through 0788438830

Age___.Place of birth___Tribe Number of children____Are you currently pregnant? What is your religion?_The highest level of formal education
1.	Marital status (Mark where it s applicable) 
__ Legal marriage
__ Married without legal documents but we are living together.
__   Single 
__  separated/ Divorced
__  Any other (mention)___________________________
2.	I would like to know about what you do so that you earn income. How do you get your income? How do you run your life? Tell me more about that
3.	Being a woman who exchanges sex for money in Iringa community, have you ever heard about modern contraceptives methods for family planning?
	What are contraceptive methods you have heard/you know?
	Can you tell me more about each method you have mentioned?
	Where do you get them/Who offers such methods
	What is a target group for contraceptive services?Why do you say so?
4.	What are social factors that influence contraceptive use amongst female sex workers?
Probes:	The role of religion to contraceptive use
			Children preference and contraceptive use: 
How does the community today view a family or person that has given birth to female children only or have few sons? 
			Polygamy and contraceptive use 
In your view, does the community still embrace polygamy? What is the relationship between polygamy and contraception use?
 
5.	What are the cultural factors that influence contraceptive use among female sex workers
Probes:	
Between the educated and non-educated, which group is having large family size? In your view, does the level of education influence the use of contraceptives? Why do you think so?

Number of children: what is the relationship of number of children to contraceptive use?
Are you aware of any misconceptions and fears of side effects of contraceptive methods? 
In your view, are misconceptions and fears of side effects a hindrance to the use of contraceptives? Why do you think so? 

6.	What are economic factors that influence contraceptive use among female sex workers?
Probes: 	Accessibility of contraceptive services, transport cost, cost for the service.
Quality of family planning services
In your view, is the use of contraceptives the same among the middle and low-income members of the society? Why do you think so?

7.	How satisfied are you with contraceptive service providers in the community?
Probes:	Expertise to service providers, Quality of services
How contraceptive services provider treat service user? Restrictions to some  to some contraceptive use. What are shortfalls of service providers? How private and confidential are contraceptive services?

We have come to an end of the conversation we had today. Thank you sharing your experience/knowledge and understanding on contraceptive use among women who exchange sex for money













Questionnaire for factors affecting contraceptive use among female sex workers 
Eligibility 









EducationEdu	What is your highest level of education	1. Standard 1-72. Form 1-43. Form 5-64. Certificate  5. Diploma 6. advanced diploma/degree7.masters 8.Phd97. I have never attended formal education 99. refuse to answer
Tribe Tri	What is your tribe	1 Mhehe2 Mkinga3 Mbena4 Mwanji97 Any other 99 refuse to answer
	Specify another tribe
ReligionRel1 	What is your religion?	Muslim ChristianTraditional religionI don’t have religion Any other 99   Refuse to answer
Religion: otherRel2	If the response is 97 then specify ___________________________
Marital Mart	What is your marital status?	Single/ I have never been married Married: Legal marriage, traditional marriageSeparated DivorcedWidow 99  Refuse to answer 
Polyg Poly1	If married: Do your husband have other wives?	YesNo 99   refuse to answer 
Polyg  Poly2	How many wives does your husband have	1-23-5Above 599. Refuse to answer 
Living with Liv1	Who do you currently live with?	Sexual partner (including a husband)Parents AloneRelatives Women who exchange sex for money My children 97 other people (Specify )99 Refuse to answer
Liv2	How long have been living in Iringa?	Years:___________Months:_________
Liv3	How many children do you have?	I don’t have children Less than 3More than 3        99: Refuse to answer
ContrA1	Have you ever heard about contraceptive services 	Yes No Refuse to answer
ContrA2	What contraceptive methods do you know?	Sterilization (male and female)Intrauterine devicesOral contraceptives Condoms Injectables Emergency contraceptive pills  Patches Diaphragms and cervical capsSpermicidal agents (creams, gels, foams, suppositories)Vaginal rings Sponge 
ContrA3	Where did you hear about contraceptives  	Colleagues (women who exchange sex for moneyMass media (radio, television , social networks, news papers, Health facilitiesWomen Community meetings refuse to answer
ContrA4	Where are contraceptive services being provided?	Health facilitiesNon governmental organization: Specify____Any other Specify_____99: Refuse to answer
ContrA5	To who do these services are designed for?	Women Men Both men and women I don’t know 99   Refuse to answer 
ContrA6	Have you ever used any contraceptive services 	Yes No 99 refuse to answer
ContrA7	IF THE RESPONSE ABOVE IS YES: Which method have you used?	Sterilization (male and female)Intrauterine devicesOral contraceptives Condoms Injectables Emergency contraceptive pills  Patches Diaphragms and cervical capsSpermicidal agents (creams, gels, foams, suppositories)Vaginal rings Sponge
ContrA8	Why did you use that contraceptive service not any other?	Advised by service providerAdvised by colleague/my colleagues are using that methodIt was cheap My sexual partner forced me to use97: Any other reason: Specify____99: refuse to answer
ContrA9	Are you currently using any contraceptive services	YesNo 
ContrA10	If  YES: what method are you using?	Sterilization (male and female)Intrauterine devicesOral contraceptives Condoms Injectables Emergency contraceptive pills  Patches Diaphragms and cervical capsSpermicidal agents (creams, gels, foams, suppositories)Vaginal rings Sponge
ContrS1	My religious belief plays great role on using/not using contraceptive services	Strongly agreeAgreeStrongly disagreeDisagree 99.  Refuse to answer
ContrS2	My religion does not affect my decision on contraceptive use 	Strongly agreeAgreeStrongly disagreeDisagree 99. Refuse to answer
ContrS3	Number of children determines my decision to use contraception 	Strongly agreeAgreeStrongly disagreeDisagree 99. Refuse to answer
ContrS4	Until when I get a boy child I will start using contraception	Strongly agreeAgreeStrongly disagreeDisagree 99. Refuse to answer
ContrS5	Until when I get a girl child I will start using contraception 	Strongly agreeAgreeStrongly disagreeDisagree 99. Refuse to answer
ContrS6	My husband/ sexual partner determines whether to use contraception or not	Strongly agreeAgreeStrongly disagreeDisagree 99. Refuse to answer
ContrS7	It is not important to use contraception services at this age	Strongly agreeAgreeStrongly disagreeDisagree 99. Refuse to answer
ContrC1	Contraception is for married women  	Strongly agreeAgreeStrongly disagreeDisagree 99. Refuse to answer
ContrC2	Contraception services is necessary after having a both boy and girl child	Strongly agreeAgreeStrongly disagreeDisagree 99. Refuse to answer
ContrC3	Contraceptive services in not important to a human 	Strongly agreeAgreeStrongly disagreeDisagree 99. Refuse to answer
ContrC4	I use contraceptive because they are available in our health facility	Strongly agreeAgreeStrongly disagreeDisagree 99. Refuse to answer
ContrC5	I don’t use contraception because it is not necessary to me 	Strongly agreeAgreeStrongly disagreeDisagree 99. Refuse to answer
ContrC6	I don’t use contraception because I don’t have a permanent partner 	Strongly agreeAgreeStrongly disagreeDisagree 99. Refuse to answer
ContrC7	Are you aware of possible side effects of contraception	Yes No 
ContrC8	If yes: Mention these side effects. Multiple response allowed 	Gain weightLose weight Sterility Cancer Irregular menstrual Increased menstrual bleeding Infections (of skin, breasts, stomach, uterus inflammation)Side painsHeadachesChild deformityLose of sexual desireOther: Specify______97. Don’t know 99. Refuse to answer   
ContrC9	Contraception are harmful to women	Strongly agreeAgreeStrongly disagreeDisagree 99. Refuse to answer
ContrC10	Contraception  causes cancer	Strongly agreeAgreeStrongly disagreeDisagree 99. Refuse to answer
ContrC11	Contraception leads to over bleeding during menstruation 	Strongly agreeAgreeStrongly disagreeDisagree 99. Refuse to answer
ContrC12	Contraception destroys womb for women	Strongly agreeAgreeStrongly disagreeDisagree 99. Refuse to answer
ContrC13	Contraception causes infertility 	Strongly agreeAgreeStrongly disagreeDisagree 99. Refuse to answer
ContrE1	I don’t use contraceptive services because they are expensive	YesNo 
ContrE2	I don’t use contraceptive services because they are being offered away from my community	Yes No 
ContrE3	My priority is getting other needs to contraceptive services 	Yes No
ContrE4	When I have extra money I will always use contraception	Yes No
Cosa1	 Are you satisfied with the existing services provided by the family planning providers? 	Yes No 
Cosa2	How can you rate contraceptive services provided in the community	Above expectationsAt expectations Satisfactory Below expectationsPoor Very poor I don’t know 99. Refuse to answer 
Cosa3	How do contraceptive  service provider treat  women 	Above expectationsAt expectations Satisfactory Below expectationsPoor Very poor I don’t know 99. Refuse to answer
Cosa4	Who decides what methods of contraception to use	Service providerA clients99. Refuse to answer 
Cosa5	Services provider are very harsh to clients 	Yes No 
Cosa6	Service provider are very kind to clients 	Yes No 








Muongozo wa Mahojiano ya Kina
Maelezo Kwa Mshiriki Wa Utafiti
Ninakushukuru kwa kuchukua muda wako kushiriki katika utafiti huu leo. Utafiti huu unaitwa sababu zinazochangia wanawake kutumia njia za uzazi wa mpango, msisitizo ukiwa ni kwa wanawake wanaobadili ngono kwa pesa Tanzania.  Ninazungumza na wewe leo kwa sababu umesema kuwa umebadilisha ngono kwa pesa katika kipindi cha mwezi mmoja uliopita na unaishi mkoa wa Iringa. Jisikie huru kunishirikisha uelewa wako juu ya mambo yanayohusiana na uzazi wa mpango kwa wanawake Tanzania. Kumbuka kuwa yote tunayozungumza hapa yatabaki kuwa siri baina yako na mimi. Mtu mwingine anayeweza kuzifikia ni mtafiti mkuu pekee. Jina lako halitaunganishwa na taarifa yoyote unayonishirikisha. Kama una swali lolote wakati huu au baada ya mahojiano haya unaweza kunwasiliana na mtafiti mkuu kwa namba 0788438830

Taarifa za ujumla 
1.	Una umri fani?_____________________
2.	Umezaliwa wapi?___________________
3.	Wewe ni kabila gani?_________________
4.	Una watoto wangapi?_________________
5.	Je kwa sasa ni mjamzito_______________
6.	Wewe ni dini gani?      ________________
7.	Kiwango chako cha juu cha elimu uliichofikia ni kipi?__________________

Hali katika ndoa yako ikoje? (Weka alama katika katika mojawapo) 
__  Nimeolewa kisheria
__  Nimeolewa bila nyaraka zozote lakini tunaishi pamoja.




- Ni maneno gani yanayoweza kukuelezea wewe vizuri? Kitu gani cha ziada?
9.	Sasa ningependa kujua kitu unachofanya kwa ajili ya kujipatia kipato. Ni kitu gani 	unafanya ili kujipatia kipato? Unaendeshaje maisha yako? Niambie zaidi kuhusu hilo   
10.	Ukiwa mwanamke ambaye unabadili ngono kwa pesa katika jamii hii ya Iringa umewahi  kusikia kuhusu njia za  kisasa za uzazi wa mpango? 
-	Ni njia gani za uzazi wa mpango unazozijua?
-	Unaweza kuaniambia zaidi juu ya njia hizo?
-	Je zinapatikana wapi/ Ni nani anatoa huduma hizo?
-	Huduma hizo zimelenga kundi gani?
11.	Ni sababu gani za kijamii zinazo athiri matumizi ya njia za uzazi wa mpango kwa wanawake wanaodili ngono kwa pesa katika jamii yako?
Dodosa:	mchango wadini yako kwenye matumizi ya njia ya uzazi wa mpango
	Kupendelea kupata motto wa kiume au wa kike na uzazi wa mpango
Ndoa ya mitala na matumizi ya njia za kisasa za uzazi wa mpango 
Je kuna jambo lolote la kijamii linaloathiri matumizi ya uzazi wa mpango kwa wanawake wanaobadili ngono kwa pesa katika jamii yako unalopenda kunishirikisha?
12.	Sababu gani za kitamaduni/desturi zinazo athiri matumizi ya njia za uzazi wa mpango kwa wanawake wanaobadili ngono kwa pesa katika jamii yako 
Probes:  kiwango cha elimu : Uhusiano kati ya matumizi ya huduma za uzazi wa mpango na  kiwango cha elimu ya mtu binafsi?
	Idadi ya watoto: nafasi ya watoto na mchango wake katika matumizi ya njia za uzazi wa mpango
	Woga na dhana potofu kuhusiana na madhara yatokanayo na matumizi ya dawa/njia za uzazi wa mpango
Je kuna jambo lolote la kimila/desturi linaloathiri matumizi ya njia uzazi wa mpango kwa wanawake wanaobadili ngono kwa pesa katika jamii yako unalopenda kunishirikisha?
13.	Ni Sababu gani zinazohusiana na uwezo wa kiuchumi zinazo athiri matumizi ya njia za uzazi wa mpango kwa wanawake wanaobadili ngono kwa pesa katika jamii yako?
Dodosa: kuzifikia huduma za uzazi wa mpango,gharama za usafiri,gharama za huduma. Ubora wa huduma
	Je kuna jambo lolote la kiuchumi linaloathiri matumizi ya njia uzazi wa mpango kwa wanawake wanaobadili ngono kwa pesa katika jamii yako unalopenda kunishirikisha?
14.	Je unaridhika ni kwa kiasi gani unaridhishwa na watoa huduma za uzazi wa mpango katika jamii yako?
Dodosa:	Ujuzi wa watoa huduma, ubora wa huduma, ni namna gani watoa huduma wa uzazi wa mpango wanawachukulia wateja wa huduma za uzazi wa mpango? Kuwabana kutumia huduma aina Fulani ya huduma ya uzazi wa mpango? Ni mapungufu gani unayaona kwa watoa huduma za uzazi wa mpango? Kwa kiasi gani huduma za uzazi wa mpango zinatolewa katika faragha na usiri?
15.	Je una jambo lolote linalohusiana na uzazi wa mpango ambalo ungependa kunishirikisha leo? 










Likely hood of taking recommended preventive health actions 

Perceived threat of disease X

Perceived susceptibility to disease X






Illness of family member/friend












	Knowledge  about contraceptive services
	Source of contraceptive information
	Personal experience on using contraceptive services










	Level of education 
	Number of children
	Misconception  of side effects associated with contraceptive use

Economic factors 
	Accessibility of contraceptive services




	Providers behavior and attitudes towards service users
	Restrictions to some contraceptive methods
	Privacy and confidentiality



